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Dr James Allan (Boston, Mass). Thanks very much. That was
very nicely presented and I want to congratulate you on adding
a large body of data to the literature.
I find the data provocative in several respects. First, in your se-
ries, 25 patients (3.4%) underwent repeat surgery due to a lack of
effectiveness of the initial operation. The majority of these patients
had initially been clipped at just the T2 level for palmar hyperhidro-
sis. In my personal experience of about 60 patients, I have never
needed to reoperate on a patient; however, I perform a T2 to T4 ab-
lation with division of accessory nerves, not just a T2 clipping. So I
would like to know whether the initial failure in these patients re-
flects (1) that clipping at a given level may be inferior in efficacy
to cutting or ablating at the same level, (2) that some patients simply
require longer sympathectomies than others in an unpredictable
fashion, or (3) that the initial failures are a reflection of performing
a procedure that does not address accessory sympathetic fibers?
Dr Sugimura. Dr Allan, thank you very much for your com-
ments and questions.
It is true that we had 25 redo surgeries that required redo because
of suboptimal results or what looked like early recurrence of their
symptoms, and the majority were in patients that received T2 clip-
ping for palmar hyperhidrosis.
In regards to the difference between the clipping method and the
cutting or ablation method, I think that our results using the clipping
method are comparative to the results utilizing other methods in
terms of satisfaction or treatment success. Some authors with expe-
rience with both methods even suggest that clipping was more
effective. I do not think that the redos were a result of inferiority
of the clipping method. I personally think that accessory sympa-
thetic conduction might have been responsible, or at least in part,
for suboptimal results or early recurrences resulting in redo. We
do not routinely clip aberrant nerve fibers, and the fact that you
see more aberrant fibers at the T1/T2 levels, as compared to the
T3/T4 levels is the reason for my suspicion. Therefore when we
perform redo sympathetic clipping, if we find an aberrant fiber at
that time, we ablate that nerve. After experience with clipping at
both T2 and T3/T4 levels, we now strongly believe that T3/T4 clip-
ping is a far more superior method to T2 clipping that does not re-
quire further intervention to the accessory nerves. Because most of
the redos were done following T2 clipping, in fact we have added
clips to the T3/T4 levels in most of the cases at the time of redo.1376 The Journal of Thoracic and Cardiovascular SDr Allan. My second question for you relates to the 2 patients
(among the 34 patients who underwent reversal) that did so for rea-
sons other than compensatory hyperhidrosis. I believe from your
manuscript, one of them may have had a Horner’s syndrome and
the other may have had sexual dysfunction, which is a complication
that I was not aware of. Can you describe these 2 patients, if I’ve
understood the presentation correctly, and what their outcome
was after reversal?
Dr. Sugimura. The patient who presented with Horner’s-like
symptoms was a T2 clipping case done in the early era. It wasn’t
the typical presentation of symptoms, but there was a mild degree
of ptosis and some bloodshot conjunctiva, which was among mul-
tiple complaints including significant compensatory sweating. We
did perform reversal in that case.
Dr Allan. Was there symptomatic improvement in that patient
after reversal?
Dr Sugimura. There was mild symptomatic relief in that pa-
tient. The patient presenting with sexual dysfunction also had an
L2 to 4 chemical block of the sympathetic chain for plantar hyper-
hidrosis close to the time of thoracic sympathetic clipping.
Dr Allan. Finally, among the 32 patients who underwent rever-
sal for compensatory hyperhidrosis, did you notice a correlation be-
tween the resolution of the compensatory hyperhidrosis and the
subsequent recurrence of the primary symptom?
Dr Sugimura. As we showed in the presentation, there was
a trend toward association between the two changes in the symp-
toms, meaning if you do an early reversal, you’ll have more patients
reporting significant relief from their compensatory sweating and at
the same time less patients who can maintain their level of control
of hyperhidrosis.
Dr Allan. Thank you
DrDanMeyer (Dallas, Tex). That was an excellent presentation.
I have three quick questions. Do you do any intraoperative mon-
itoring, such as palmar temperature monitoring, to make sure that
you have interrupted the blood supply during your sympathec-
tomy?
Dr Sugimura. No, we do not.
Dr Meyer. Are there a group of patients that you’ve found that
you’ve predicted preoperative factors that may predict severe com-
pensatory sweating that you would not offer a sympathectomy to?
Because there are patients who have diffuse sweating, worse in the
hands or axillae, that you worry that they may get severe compen-
satory sweating postoperatively.
Dr Sugimura. I think it’s more about the indication for clipping. If
you are to treat a patient with a primary complaint of craniofacial hy-
perhidrosis, then we believe that it’s more effective to perform a T2
clipping. However, we know that T2 clipping is associated with
worse compensatory sweating. So if you call that a high-risk group
for significant compensatory sweating, then that might be the case.
Dr Meyer. And the last question, have you considered just do-
ing a T3 sympathectomy instead of the T3/T4 clipping? What do
you think the gain of the addition of the T4 is?
Dr Sugimura. First of all, we don’t have experience with single-
level clipping. We are aware of reports showing excellent results
and literally zero compensatory sweating with the single level sym-
pathectomy at the lower level of the sympathetic trunk, and I agree
that that is a method that we should look into in the future. I believe
that a lot of people who are experienced in this surgery think thaturgery c June 2009
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verse effects you create, and if you can achieve the same results
with less manipulation, I think that is the optimal way to treat.
Dr Douglas Wood (Seattle, Wash). I want to follow up on Dr
Allan’s last question, which I guess I’m not sure we answered ad-
equately. I think that he is asking whether in individual patients was
there a correlation in time of when the sympathectomy was re-
versed and the recurrence of hyperhidrosis and relief of compensa-
tory sweating? In individual patients was the relief of compensatory
sweating accompanied by a recurrence of symptoms?
Dr Sugimura. It usually was. But there was a small number of
patients who experienced relief from their compensatory sweating
after reversal while enjoying persistent control of hyperhidrosis,
and those patients were more in the T2 group—well, we had
more reversals in the T2 group to start with. My personal feeling
is that with all the measures that we use to look at the outcomes be-
ing so subjective, we have to be very careful in our attempt to quan-
tify the relationship between these 2 outcomes. In some people with
a huge burden of compensatory sweating, with even mild relief af-
ter reversal they might feel quite satisfied, regardless of the changein their state of hyperhidrosis. It’s hard to really understand the
quantitative association unless we do some confirmation with elec-
trophysiological studies.
Dr Allan. I agree that patient selection is a key component to
subsequent patient satisfaction. I would not want to bring 10% of
my patients back to the operating room due to a failure to control
the primary condition, or due to my creating a side effect that turns
out to be worse than the primary condition. Therefore, I make
a strong effort to be certain that the patient is significantly bothered
by palmar hyperhidrosis. I do not typically offer surgery for isolated
craniofacial hyperhidrosis, and also try to limit operating on iso-
lated axillary symptoms, as the reported efficacy of sympathectomy
for axillary symptoms is only about 70%.
Dr Sugimura. Thank you very much. I couldn’t agree more
with that comment. We are being more and more selective in our
patient selection. There are about 10% of patients who come to
see us with complaints of solely craniofacial hyperhidrosis or axil-
lary hyperhidrosis. Because we now know that sympathetic surgery
in this population is more likely to fail or cause significant adverse
effects, we basically discourage these patients from surgery.Appendix 1. Endoscopic thoracic sympathetic clipping follow-up questionnaire
1. How would you rate your current degree of facial / hand / armpit / foot 
sweating, or facial blushing?
None
Debilitating
2. How would you rate your current degree of compensatory / reflex sweating?
None
Debilitating
0 1 2 3 4 5 6 7 8 9 10
0 1 2 3 4 5 6 7 8 9 10
0 1 2 3 4 5 6 7 8 9 10
3. What is your current degree of satisfaction with the surgery (ETS)?
Not satisfied at all
1. Location of compensatory sweating: Face
(Mark all that apply) Chest
Abdomen 
Feet
Neck
Back
Buttocks/thighs
Gustatory
None
2.  Other adverse effects after sympathetic clipping:
_______________________________________________________________________
_______________________________________________________________________
Completely satisfied
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